1. Introduction {#sec0005}
===============

Endometriosis is a gynaecological condition where functional endometrial tissue is found outside of the uterus \[[@bib0005]\]. Endometriosis is found in 6--10% of women in reproductive age and about 50% women will have pelvic pain, abnormal menstruation and infertility associated with it \[[@bib0010]\]. Common sites include pelvic peritoneum, ovaries and rectovaginal septum. Rarely it involves the pleura, pericardium, small and large intestines, diaphragm and other tissues \[[@bib0010]\].

Intestinal endometriosis is the most common extra-pelvic site and it is found in 12% of women with endometriosis \[[@bib0015]\]. Rectosigmoid being the most common site contributes to 72% of intestinal endometriosis \[[@bib0020]\]. Despite this, endometriosis causing intestinal obstruction is extremely rare with reported incidence between 0.1--0.7% \[[@bib0025]\]. This work has been reported in line with the SCARE criteria \[[@bib0030]\].

2. Case {#sec0010}
=======

A 37-year-old lady was referred via Emergency department to the Colorectal Unit by a gynaecologist with likely acute large bowel obstruction (LBO). Her last normal bowel motion was five days prior and a small bowel motion with Microlax enema two days prior. She had stopped passing flatus for one day. She denied nausea or vomiting and complained of abdominal pain and bloating. On examination, she was hemodynamically stable with a soft distended abdomen and generalised mild tenderness with no guarding or rebound tenderness. Per-rectal exam showed an empty rectum with no mass. She has a past medical history of endometriosis, coeliac disease and depression. She was taking Synarel spray for in vitro fertilisation (IVF) treatment at the time. At time of this presentation, her external computed tomography (CT) scan of the abdomen and pelvis one day prior had confirmed a distal LBO. Abdominal x-ray again showed dilated colon loops all the way to rectosigmoid ([Fig. 1](#fig0005){ref-type="fig"}).Fig. 1Abdominal x-ray showing very dilated colon down to the rectosigmoid junction.Fig. 1

Seven months prior to her presentation, she had pelvic ultrasound showing scattered pelvic endometriosis and an infiltrative rectosigmoid nodule of endometriosis measuring 26 × 15 × 20 mm, located 16 cm from the anal verge. The lesion affected 50% of the rectal wall circumference. Subsequent laparoscopy and endometriosis resection by the gynaecologist showed an immobile segment of the rectosigmoid endometriosis at pouch of Douglas and decision was made for observation only and planned segmental resection later.

Given the history and investigation findings, a flexible sigmoidoscopy was organised to decompress the obstruction however it revealed a prolapsed and completely obstructed mucosal lumen ([Fig. 2](#fig0010){ref-type="fig"}). The endoscope could not be advanced beyond the obstruction. Patient then underwent emergency laparoscopic wedge resection of rectosigmoid tumour with primary anastomosis and endoscopic decompression. Intra-operatively, it revealed a circumferential stricturing lesion at the rectosigmoid ([Fig. 3](#fig0015){ref-type="fig"}). Patient recovered well post-operatively and was discharged Day 5 of admission. Histopathology confirmed sigmoid endometriosis with thickened muscularis propria containing multifocal deposits of proliferative endometrial type glands and stroma. Foci of endometriosis were also noted within the pericolic adipose tissue. There was no evidence of neoplasia.Fig. 2Endoscopic view of the obstructed mucosal lumen.Fig. 2Fig. 3Laparoscopic view of the rectosigmoid colon, with arrow showing the stricturing lesion.Fig. 3

3. Discussion {#sec0015}
=============

The pathogenesis of endometriosis is not entirely known. Although theory points towards retrograde menstruation, not all women who have retrograde menstruation will develop endometriosis \[[@bib0010]\]. Other theories include vascular dissemination, colonic metaplasia and autoimmune disease \[[@bib0025]\]. Ectopic endometriosis behaves very much like uterine endometrial tissue and respond to ovarian hormones. It can implant and proliferate and form cysts or nodule (endometrioma) \[[@bib0035]\]. At distant sites, endometriosis can cause bleeding, pain, scarring and fibrosis \[[@bib0025]\].

Intestinal endometriosis often presents in the submucosal layer and involves the muscularis propria and subserosa or mesentery \[[@bib0025]\]. It rarely implants at the mucosal layer of the bowel and if it's in the sigmoid or rectum, patients can have catamenial rectal bleeding or dyschezia. Penetration of endometriosis into the intestinal lumen is found in 4.8% of patients with intestinal endometriosis according to one study \[[@bib0040]\]. Most patients with intestinal endometriosis can be asymptomatic. At times, small bowel endometriosis causes non-specific symptoms such as abdominal pain, bloating, nausea, vomiting, diarrhoea and constipation; however those symptoms are often cyclic \[[@bib0010], [@bib0035]\]. Rarely, endometriosis proliferates, evolves and causes fibrosis and stricture of the intestine and thus causing bowel obstruction \[[@bib0015], [@bib0020], [@bib0025]\].

Diagnosis of intestinal endometriosis can be challenging as gastrointestinal symptoms can be non-specific and large lesions can lead to acute obstruction mimicking adenocarcinoma of the colon \[[@bib0045]\]. Pelvic or abdominal CT scan may reveal thickened bowel wall with narrowed lumen. Transvaginal ultrasonography (US) and pelvic magnetic resonance imaging (MRI) are better used in evaluating endometriomas however they perform poorly in characterising deposits and adhesions \[[@bib0010]\]. Intestinal endometriosis are typically found in the serosa and muscularis layer, sparing the mucosa \[[@bib0025], [@bib0035]\]. Endoscopic evaluation generally does not show any pathology unless lesions are near obstructing such as in our patient. Biopsies of the mucosa will often be normal. The gold standard diagnosis is laparoscopy and biopsy, which allows a full assessment of the pelvis as well as surgical resection if required \[[@bib0045]\].

Empirical medical therapy can be started for dysmenorrhoea and pelvic pain in women with suspected endometriosis. First line therapy of nonsteroidal anti-inflammatory drugs (NSAIDs) together with combined oral contraceptives used cyclically or continuously are proven to be effective in reducing symptoms as well as the size of ovarian endometriomas \[[@bib0050], [@bib0055]\]. Other options include gonadotropin releasing hormone (GnRH) agonist and aromatase inhibitors \[[@bib0010], [@bib0035]\]. These medications work by mechanisms minimising inflammation, supressing or interrupting ovarian hormone production resulting in a hypoestrogenic state, endometrial atrophy and sometimes oligomenorrhoea or amenorrhoea \[[@bib0010]\]. In our case patient was receiving IVF treatment and was on Synarel spray which is a GnRH agonist. Surgical options include excision, laser ablation, fulguration of endometriosis and adhesiolysis and those can be offered as a first line or post failed medical therapy. Treatment of intestinal endometriosis depends on the clinical presentation and severity. For small deposits, patients can be offered medical therapy first and elective resection to be arranged later. For large lesions causing impending obstruction, resection of the affected bowel is needed.

In acute colonic obstruction by endometriosis, it is important to confirm the underlying etiology as colonic malignancy will produce the same set of symptoms and requiring different surgical management. In our patient, diagnosis of colonic endometriosis has been confirmed via prior investigations and laparoscopy. Treatment priority is in relieving the obstruction. Endoscopic decompression and colonic stenting have been reported in treating acute colonic obstruction from endometriosis with planned resection at a later stage \[[@bib0060], [@bib0065]\]. This will avoid emergency operation which carries a higher mortality rate, longer hospital stays and higher rates of stoma formation \[[@bib0065]\]. Surgical resection is required as definitive treatment of colonic obstruction. Post operatively, recurrence rate is directly related to the completeness of resection \[[@bib0070]\]. In our case, endoscopic decompression was unsuccessful due to the severity of stenosis and obstruction of the colonic lumen; thus an emergency operation and resection was performed.

4. Conclusion {#sec0020}
=============

Endometriosis causing acute LBO is extremely rare and poses diagnostic challenge as it can easily be mistaken as malignant LBO. Definitive diagnosis is required and can be obtained with detailed history, examination, imaging modalities, endoscopic evaluation and laparoscopy. Treatment should be acute decompression followed by definitive surgical resection.
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